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TOPOGRAPHY 

OF THE 

CHEST AND ABDOMEN, 

WITH A SUMMARY OF 

THE OUGANS AND NORMAL PERCUSSION AND 

ASCULTATORY PHENOMENA INCIDENT 

TO EACH REGION. 



REGIONS OF THE ANTERIOR SURI-^VCE OF THE 

CHEST. 

These regions are all double — i. e., right and 
lelt, except tlu* sternal. 

Post or Supua-Clavu:ijlar. — The space be- 
hind the clavicle, and immediately over the upex 
of the lung; more c(mcave on the lelt than the 
right side. This region is often abnoniially 
convex in eniphys(*ma, and generally depressed 
iu tuberculosis. The normal respiratory sound 
is the vesicular iiiurnnn\ and the percussion 
note is that known as ct'skuhir /rsaudnve. 

Clavicular. — 'Jilie region occui)ied by and 
coextensive with the clavicle ; contains lung 
substance. Vesicular resonance on percussion. 

Infra-(/I.avi(Ular. — The space between the 
clavicle and the third rib. Normallv slightlv 
convex ; bulging in emphysema and flattened 
in tuberculosis ; ccmtains a very important ix)r- 
tion of up|K*r lobe, primary bronchi, etc. The 
right bronchus Innieath, the lell below the sec- 
ond costal cartilage. The aorta ascends as 
high as the second costal cartilage on the lelt 



side. Kespiration vesicular^ except immedi- 
ately over primaiy bronchi, where it is bron- 
chial or tubular. Vesicular resonance on per- 
cussion. Greatest vesicular resonance and pu 
rest vesicular respiration on left side. Bron- 
chial respiration and voice most intense (and 
the former highest in pitch) on right side. 

In this region we hear the sounds emanating 
from the primary bronchi, and it is in this and 
the two preceding ones that we usually find the 
signs of incipient tuberculosis. 

Mammary. — Extends from the third to the 
sixth rib. . The right is occupied by lung sub- 
stance and a small portion of the right auricle 
and ventricle. The left contains, beside lung, 
a portion of the right ventricle, and the left 
ventricle and auricle. Vesicular resonance and 
respiration all over this region, except in a tri- 
angular space, known as the cardiac^ situated at 
the left margin of the sternum, with its apex 
at the fourth and its base at the sixth costal 
cartilage. Vocal resonance greatest on the 
right side. 

Infra-Mammary — Extends from the sixth to 
the ninth rib. The right contains lung sub- 
stance down to the seven^Ji rib, and the liver 
which rises in the center of the chest to the 
fourth inter-costal space. Resonance diminishes 
from above downwards till we have flatness 
over the liver. The left contains lung to sixth 
inter-costal space, below which is found the 
stomach and spleen. Resonance vesiculo-tym- 
panitic over lung; tympanitic over stomach 
when distended witii gas, and dull over spleen. 
Vocal resonance greater on" the right than the 
left side. 



The Sternal region is co-extensive with the 
sternum ; that portion above the third costal 
cartilages {upper Btemal) contains the bifurca- 
tion of the trachea, below which the lungs ap- 
proximate very closely the mesian line, over- 
lapping the aorta and descending cava. Respi- 
ration tubular. 

The lower sternal^ beginning at the third cos- 
tal, terminates at the ensiform cartilage, and 
contains a portion of both auricles and ventri- 
cles, etc. 

REGIONS OF THE POSTERIOR SURFACE OF THE 

CHEST. 

These regions are all double — i. e., right 
and left. 

Scapular. — The space occupied by the scap- 
ula. Divided into upper and lower — the former 
that portion above, the latter that belcw the 
scapular spine. Contains lung substance. The 
great inter-lobar fissure begins in the upper 
portion, and terminates anteriorly on the right 
side in the fifth, and on the left side in the 
fourth inter-costal space. 

This fissure is of importance in diagnosing 
lobar pneumonia. Respiration sometimes most 
vesicular and intense on the left side, and fre- 
quently broncho- vesicular on the right. Vocal 
resonance always greater on the right side. 

Infra-Scapular. — Extends from inferior 
angle of scapula to floating ribs ; contains lung 
substance and liver on the right, and lung sub- 
stance, the stomach and spleen on the left side. 
Vesicular respiration down to tenth rib. Reso- 
nance on percussion diminishes as we descend 
until we find flatness over the liver on the riglit, 
and yesiculo-tympanitic resonance over the 
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stomach, with dullness over the spleen, on the 
left side. Vocal resonance generally greater 
on right than left side. As the principal por- 
tion of the lower lobes are contained in the 
infra-scapular regions, it is here that the phys- 
ical signs of pneumonia are usually developed. 

Inter-Scapulab. — Bounded externally by 
the scapula, and internally by the vertebrae ; 
contains lung substance, bronchial glands, pri- 
mary bronchus, etc. Bifurcation of the trachea 
occurs about the third, and the aorta passes in 
front of the fourth, dorsal vertebra. In this 
region is found the sounds developed in the 
primary bronchi. 

LATERAL REGIONS OF THE CHEST. 

These regions are double — i. e., right and 
left. 

Axillary. — Extends from the summit of the 
axilla to the sixth rib ; contains lung sub- 
stance, and deeply seated, the bronchial tubes. 
Vesicular resonance on percussion, and vesicu- 
lar respiration. Vocal resonance greater on 
the right side. 

Infra-Axillary. ^ — Extends from the sixth 
to the tenth rib ; contains besides lung sub- 
stance, the liver on the right, and stomach 
and spleen on the left side. Resonance over 
lung, flatness over liver, and vesiculo-tympa- 
nitic resonance over the stomach. Vesicular 
respiration over lung substance. Vocal reso- 
nance more intense on right side. 

regions op the abdomen. 

A line encircling the body parallel with the 
cartilages of the ninth ribs, and another parallel 



with the crests of the ilia will divide the ab- 
dominal cavity into three zones, viz., the upper, 
middle, and lower ; and if two parallel lines be 
drawn from the eighth costal cartilage to the 
center of Poupart's ligament, one on either side, 
each of these zones will be divided into three 
regions, viz., rights left and anterior. 

The anterior region of the upper zone is the 
epigastric; the lateral regions, the right and left 
hypochondriac. The anterior region of the 
middle zone is the umbilical; the lateral regions, 
the right and left lumbar. The anterior region 
of the lower zone is the hypogastric; the lateral 
regions, right and left inguinal. The lower 
portion of the hj-pogastric region is often styled 
supra-pubic. 

The Epigastric contains left lobe of liver, 
lobus spigelii, coeliac axis, hepatic vessels, py- 
loric extremity of stomach, pancreas, aorta, etc. 

The Right Hypochondriac contains right 
lobe of liver, gall bladder, colon, duodenum, 
part of right kidney, etc. 

The Left Hypochondriac contains spleen, 
left extremit}^ of stomach, part of left kidney, 
colon, etc. 

The Umbilical contains transverse colon, 
duodenum, jejunum, etc. 

The Right Lu3Ibak contains ascending colon, 
part of kidney, etc*. . 

The Lew Lumbar contains descending colon, 
part of kidiic}', etc. 

The Hypogastric contains small intestines, 
bladder in children, and in adults when dis- 
tended, etc. 

The Right Inguinal contains caecum, ileo 
Ciucal valve, appendix vermiformis, ureter (R, 
ovary in females), etc. 
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The Left Inguinal contains sigmoid flexure 
of the colon, ureter (L. ovary in females), etc. 

RELATIVE POSITION OF THE CAEDLA.C VALVES. 

The Heart extends from the second inter- 
costal space (base) to the sixth costal cartil- 
age (apex) , and from half an inch to the right 
of the sternum to within an inch of, and a little 
below the left nipple. 

The Aortic Valves {A. /Semilunar) -Behind 
and near right margin of sternum, opposite 
third inter-costal space. (See A, Fig. 1.) 

The Pulmonary Valves (P. Semilunar) — 
Above articulation of third left inter-costal 
cartilage with sternum. (See P, Fig. 1.) 

The Tricuspid Valves {B. Auriculo- Ventri- 
cular, )-0n a line with third costal cartilage, be- 
hind center of sternum. (See T, Fig. 1.) 

The Bicuspid Valve (L. AuricuLo- Ventric- 
ular,) — A little to the left of the center of the 
sternum, and opposite third intercostal space. 
(SeeB, Fig. 1.) 

physiological action of THE HEART. 

A complete pulsation consists of a contrac- 
tion {systole) , dilatation {diastole) , and period 
of rest. Dividing the time of a pulsation into 
fifths, two-fifths would be occupied by the sys- 
tole^ one-fifth by the diastole^ and two-fifths by 
the period of rest and auricular contraction. 
(See diagram on page 11.) 

This regular succession of the sounds con- 
stitutes the rythm of the heart. 

The first sound immediately precedes the 
cai'otid pulse, and is synchronous with the car- 
diac impulse and apex beat. The second is 
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abrupt and clicking in character. The longest 
interval is between the second and first sounds, 
and the shortest, between the first and second 
sounds. 
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Diagram showing the physiological action of the heart in 
connection with its external manifestations. — Gairdner. * 
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Summary of Pulmonary Percussion and Aus- 
cultatory Phenomena, their Distinctive Char- 
acters and sigrniflcance. 

PERCUSSION. 

^ Normal Vesicular Resonaxce is the reso- 
nance obtained by percussion over lung sub- 
stance, in the healthy chest. Is of low pitch, 
and peculiar vesicular quality. More intense. 



* LoomiB* Physical Diagnosis. 
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vesicular in quality, and lower in pitch, over the 
summit of the left than the right lung. Modified 
bj' disease as regards its intensity, quality, 
pitch and duration. 

Diminished Resonance {Dullness.) — Dimin- 
ished intensity, greater resistence, higher pitch 
and shorter duration than is normal. Generally 
denotes a gi-eater or less degi*ee of solidifica- 
tion. Incident to phthisis, pulmonary conges- 
tion, or oedema, small pleuritic effusion, thick- 
ened pleura, pulmonary collapse, etc. 

Absence of Resonance {Flatness.) — Sono- 
rousness wanting, pitch considerably elevated, 
and resistance markedly increased. Incident 
to complete solidification as in pneumonia — 
second stage — large pleural effusion, extensive 
pulmonary' oedema, tumor in chest, etc. 

Exaggerated Resonance {Vesicido- Tympa- 
nitic.) — Intensity increased; mixed vesicular 
and tympanitic in quality, pitch elevated, du- 
ration diminished. Incident to emphysema, 
compressed lung resting on liquid effusion, 
and to the healthy lung where respiration in its 
fellow is considerably abridged. 

Tympanitic Resonance. — A hollow, emptj', 
drum-like sound, found in health over stomach 
and intestines when distended with gas. When 
developed in the chest it is devoid of vesicular 
quality, more intense than vesiculo-tympanitic 
resonance. Pitch greatly elevated in some in- 
stances, and lowered in others. Incident to 
pneumo-thorax, tuberculous cavities with rigid 
walls, some cases of solidified lung, etc. 

Amphoric Resonance. — A modification of 
tympanitic resonance, having a musical intona- 
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tion. Incident to the same cH>nditions of the 
lungs as tympanitic resonance. 

Cracked BIetal Resonance — {Bruit de 
pot file.) — Imitated by striking the clasped 
hands on the thigh, or the jingling of small coin 
in the hand. A variety of t\Tnpanitic reso- 
nance ; sometimes found in the chests of healthy 
young girls. Incident to accumulation of liquid 
in bronchial tubes, tuberculous cavities contain- 
ing air and liquid, occasionally found over so- 
lidified lung, etc. 

AUSCULTATION. 

The Normal Vesicular Murmur is the soft, 
breezy sound heard all over the lungs, except 
directlv over the bronchial tubes anteriorlv and 
l)osteriorly ; of greatest intensity, purest quality 
and lowest pitch over the left apex anteriorly. 
Inspiratory and expiratory* sounds continuous ; 
inspirator}' three times as long, and more in- 
tense and higher in pitch than expiratory. A 
compound sound produced in the vesicles and 
bronchial tubes, and having as a component a 
transmitted tracheal sound. Expirator}' sound 
is sometimes prolonged on right side in females. 
Respiratory sound prolonged and elevated in 
pitch in forced respiration. 

Exaggerated Vesicular Murmur, {Puerile 
or Supplementar}' Respiration) is the normal 
vesicular murmur increased in intensity. Ordi- 
narily an evidence of some disease affecting the* 
respiratory function in the opposite lung, as 
pleurisy, efftision, pneumonia, tumor, or occlu- 
sion of the bronchial tubes, etc., which dimin- 
ishes or abolishes the murmur on the diseased 
side. 
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Diminished Vesicular M ukmur. — The inten- 
sity of the niurniur is lessened, otherwise its 
character is unchanged ; found on the side 
affected. Incident to emphysema where there is 
dilatation and loss of elasticity of the air cells 
and bronchioles ; pleurisy, pleurodynia, inci- 
pient turberculosis, diminution of calibre of 
bronchial tubes, etc. When present, induces 
supplementary action in the other lung. 

SuppKEs^sED Respiratory Murmur. — Abso- 
lute absence of any respiratory sounds. Inci- 
dent to collapsed lung, tumor, or large pleuritic 
effusion, occlusion of primary bronchus, and 
some cases of consolidation of the lung. 

Interrufied Respiration. — The normal re- 
spiratory sounds are smooth, even and contin- 
uous, but we sometimes find, especially with 
inspiration, the sound rough and jerking in 
character ('• cogged -wheel respiration.") In- 
cident to asthma, incipient phthisis, pleuro- 
dynia and pleurisy. 

PROLON<iEi) Interval between Inspiration 
and Expiration. — Produced b}' shortened in- 
spiration, as in consolidation,' or by a deferred 
expiration, as in empliysema. 

PROLON<iED Expiration. — Incident to em- 
physema and phthisis ; in tlie former the pitch 
is lower than the inspiratory sound, in the latter 
it is higher than the inspiratory sound, and be- 
comes somewhat tubular. • 

Rude or Broncho- Vesicular Respiration. 

— Incident to partial solidification of lung, as 
in inci[)ient phthisis ; it consists of a blending 
of tlie vesicular and bronchial respiration, the 
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bronchial gaining the ascendency as solidifica- 
tion advances. Keeping pace with this change 
there is a prolongation, increased intensity, and 
an elevation in pitch of the expiratory sound, 
until it becomes more intense, prolonged and 
elevated in pitch than inspiration. 

Bronchial Respiration.— ^Is found in health 
over and emanating from the bronchial tubes ; 
is tubular or blowing in quality, of higher pitch 
and greater intensity than the vesicular mui*- 
mur. Inspiratory and expiratory sounds not 
continuous ; the latter higher pitched, more in- 
tense, and as long or longer than the former ; 
when found elsewhere than over the bronchial 
tubes it indicates solidification, and is incident 
to pneimionia, phthisis, pulmonary apoplexy, 
condensation from compression, etc. 

Cavernous Respiration. — On inspiration, 
the sound is soft, low-pitched and blowing ; on 
expiration, it is lower pitched, pufllng and pro- 
longed. In both instances it is devoid of either 
tubular or vesicular quality (contrast with 
bronchial respiration.) Incident to the pas- 
sage of air into and out of a cavity with flaccid 
walls, which is empty, superficial and of con- 
siderable size. Heard within a circumscribed 
space, and often surrounded by bronchial re- 
spiration. 

Amphoric Respiration. — May be imitated 
by blowing gently into the mouth of an empty 
}K)ttle, and has a musical intonation, and me- 
tallic character ; accompanies both respiratory 
acts, especially expiration. Incident to pneu- 
mothorax with perforation of lung, and large, 
empty tuberculous cavities, having rigid walls, 
and communicating freely with a large bron- 
chial tube. 
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ADVENTITIOUS SOUNDS PRODUCED WITHIN THE 
BRONCHIAL TUBES, AIR CELLS, PLEURA AND 
PULMONARY CAVITIES. 

Sibilant Rale. — ^A dry, hissing, whistling, 
high pitched, sometimes musical sound pro- 
duced in the smaller bronchial tubes, from di- 
minution of their calibre by spasmodic con- 
traction, or the thickening of the mucous mem- 
brane of, or the presence of viscid secretions 
within the tubes. Incident to asthma, bronchi- 
tis, etc. 

Sonorous Rale. — A dry, low-pitched, snor- 
ing sound, produced within the larger bronchial 
tubes. Caused in the same manner as the sibi- 
lant. Incident to bronchitis, asthma, etc. 

Pleural Friction. — ^A dry, superficial graz- 
ing, rubbing, sometimes rasping sound, pro- 
duced by the movement in opposite directions 
of the roughened visceral and costal-pleural 
surfaces in respiration. Incident to pleurisy 
before effusion occurs, and after it has been 
removed. 

Crackling {Crepitation.) — A dry sound, 
usually heard at the end of inspiration ; seems 
to come from a distance, and consists of a few 
crepitations ; an early sign of phthisis ; rarely 
found at the apex, except in tuberculosis. Pro- 
duced either by creaking of pleuritic adhesions 
or pulmonary crepitation. 

Pulmonary Crumpling. — Dry sounds resem- 
bling those produced by the inflation of a dried 
bladder. Laennec supposed this sound to be 
due to the forcible distention of large sacs 
found ill puhnonary emphysema. 

Crepitant Rale. — A moist, fine, crackling 
^ound, heard only on inspiration. Produced in 
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ST RjLix. — ^A aeo^. i»?^ Nn^ 
doMiJ in Ae scaaljer '^tvifcrai ^t die Nurs^dj^^ rf 
fttssi^ oiT air ihrvc^ ^i^ccSi. IVii^$<«i; wiili 

and ne^VTin^r sxaL£^ c*f pDec£aK>au;i ; in Uie m- 
ter ca^ae il is snied ** r\>.V ry^fiur^'*' S^wne^isMiS 
found at the j^nnl in incipaem lul^n^ndixsKs. 



Mrcors Rjllc?^ an?> nictt>t. babMiK 
pr>lQC««l in the brv«chial tnKe*< bv the pdk^s$alsz^^ 
of air thn>c£ii liquzd ; ax>? <>>ar?e or fine, or 
large or small acv\>cviinij as thev emanate txom 
the larger or smaller bivHK^iial tnNe^ and inct- 
dent to the pnL>5**nce of pas, bkxxi. mucus or 
other liquid thei^in. 

GuK^^LiXG. is a moist sound* due to tiie a^- 
tatioA of liquiii in a cavity communicatiiur with 
a bronchial tube, bv the passage of air thixHigh 
the liquid, thereby forming bubbles. IHrvum- 
scribed, and usually conjoineii with other signs 
of a cavitv. 

Metjlluc Tixkle. — ^A series of fine, tink- 
ling sounds, metallic in character, and similar to 
the sound prtxiuceil by dn.>pping fine sainl into 
a glass vase. Present with eitht^r, or U>th respir* 
ator}' acts : speaking or ix>ughing. Kviui'ets the 
presence of air and liquid in a s^wice t>f tnni- 
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siderable size, mostly found in pneumo-hydro 
thorax. 

AUSCULTATION OF THE VOICE. 

NoRBiAL Vocal Resonance, is a diflftised, 
distant, resounding sound heard all over the* 
chest in vocalization ; it is accompanied by a 
\ibrsitory thrill (vocal fremitiLs) ; varies greatly 
in different individuals, but always more in- 
tense over the right side ; increased in solidifi- 
cation and condensation of lung, and dimin- 
ished in pleuritic effusion, thickened pleura, 
emphysema, etc. 

Bronchophony (bronchial voice) , found in 
health over primary bronchi ; when discovered 
elsewhere, indicates solidification of the lung ; 
the voice seems superficial and intensified, and 
its pitch is elevated. 

Pectoriloquy (chest voice) , is an exagge- 
rated bronchophony in which the articulate 
words are transmitted to the ear ; closely re- 
sembles the laryngeal voice ; quite rare. Inci- 
dent to extreme soldification, and tuberculous 
excavations having rigid walls. 

^GOPHONY, is another modification of bron- 
chophony, in which the voice is wavy or tremu- 
lous, and nasal in character, and resembles the 
bleating of a goat. Incident to pleurisy with 
effusion ; very rare. 

Amphoric Voice, or ec7io, is a sort of vocal 
resonance, of a ringing, hollow, metallic, and 
somewhat musical character, and follows the 
normal voice or whisper. Present in pneumo- 
thorax, and some large cavities with rigid walls, 
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Whispering Resonance. Exaggerated Brou" 
chial Whisper^ WhisjK'rivg Brovcboj^hony^ 
Whispering PectoHloquy^ Cavern oua Whisper^ 
and Amphoric Whisper are but modifications 
of the foregoing, induced by whispering instead 
of normal vocalization, and have the same sig- 
nificance. 

The Resonance of the Cough may be either 
bronchial, cavernous, or amphoric. The names 
are amply descriptive ; they are heard under 
the same (conditions as the corresponding vari- 
eties of respiration, and have a like signifi- 
cance. 

ENDOCARDIAL MURMURS, AND OTHER PHYSICAL 
SIGNS INVOLVED IN DIAGNOSIS OP DISEASES OF 
THE HEART. 

Aortic Obstructive {Systolic)^ accompanies 
the first sound. Most intense at the base of 
heart ; i)ropagated along the aorta to second 
right costal cartilage, and heard all over the 
sternum. The second sound of the heart is 
diminished if the aortic valves aTe much im- 
paired. This is also called aortic direct' 
cause, obstruction to the passage of blood 
into or through the aorta. Often found with 
A. regurgitant murmur. Jt may depend on 
anaemia, if so it will be intermittent and vari- 
able in intensit}', and unaccompanied by weak- 
ening of the second sound. 

Aortic Regurgitant (Diastolic) , accompan- 
ies the second sound of the heart. Most intense 
at, or a little to the left of the center of the 
sternum, opposite the third intercostal space, 
and propagated downwards. Second sound 
weakened as in the aortic obstructive ; cause, 
regurgitation of blood into left ventricle. Some- 
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times we have the hammering pulse with this 
lesion. Often found with A. obstructive. 

Mitral Obstructive (Proe-SystoUc.) — Heard 
during the period of rest, beginning after, not 
with, the second sound, and arrested by the 
systole. Most intense about the apex of the 
heart, (see circle M, Fig. 1,) and often of a 
vibratory character. Pulmonic second sound 
intensified if right venti'icle be h3rpertrophied ; 
cause, obstruction to passage of blood from left 
auricle to left ventricle. Frequently found 
with M. regurgitant. 

Mitral Regurgitant (Systole,) — Heard 
with first sound, and most intense over the 
apex of the heart. Sometimes propagated 
laterally" to the left, around to the inferior an- 
gle of the left scapula. Aortic second sound 
diminishes as regurgitation increases. (This 
lesion causes h\'pertrophy of the right ventri- 
cle, and then we have the pulmonary second 
sound increased.) (Heard at M, Fig. 1.) 
Cause, backward flow of blood from the left 
ventricle into the left auricle. Frequently fol- 
lows inflammatory rheumatism. 

Tricuspid Regurgitant (Systolic.) — Ac- 
companies first sound of the heart. Heard 
over lower third of sternum and middle of the 
right ventricle. (See N, Fig. 1.) Generallj- 
associated with jugular pulsation. Cause, re- 
gurgitation of blood from the right ventricle 
into the right auricle. 

Pulmonary Obstructive (Systolic,) — Ac- 
companies the first sound of the heart. Heard 
at lower portion of second left costo-sternal 
articulation, (see D, Fig. 1,) propagated along 
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pu!nK>narv artery u> upjvr K^ixior of sih>mv1 
rib. Cau^se, ohstniotion to |va$^^a^^ of hKvivii 
into pwlmonarv artorw Soiuetinu^s liuo tx> w^'^ 
a^inia. Rarolv hoani, 

PlT-MOXARY RKiU'RtUTANT {i)io^^t>^U\)-- \<^ 

oompanios the stHH>nd sound of iho hoart. 
Heard at sjune plaiv as V. oKsirnotive, hut 
propa^ateii downwanls towanl the ivutor of 
the sternum. Cause, ivifui^itation \\C hU^wX 
from P. artery into H. ventriele. KxiHHMHn^ly 
rare. 

Perioaroial Friction. — May l)o ruhhin|i):« 
^azintj, or j^cratinjj: in eharaeter ; seems Nupei"- 
fieial. Synehronous \\\{\\ eardiae pulse* nuiy 
aecomj)any ftrst,or 8ec<md,or both sountls — gen- 
erally the latter; usually, howeyer, the iVIetlon 
sound >vill be heard innnediately ftillowlun: the 
normal heart sounds, whieli retain their p(»eu- 
liar characters. Continues when respiration Is 
arrested. Rythm of sound irrej^ulnr ; p:ener- 
ally confine<l to cardiacs rej^ion ; most intense 
at the base of the heart; notnbly inerensed by 
pressure; often disappears with ellhslon into 
the pericardium. 

Hydrops Pkricardii (Drojmy af f/w /'t'rirtn'- 
diuiii,) — In(;rease in the anra of (lulIneMM in the 
praeeordial repon yertically and Int^Tnllv ; 
bulginj^ of the intercostal Hpuc<'M, and H(»i»a'- 
times of the whole praf(;ordia. 1 leart's inipnUc 
felt alK>ye normal location, and diniiniMJii'd in 
force, or it may In? altoj^ether abni'iit* llearl 
wjunds remote or absi'nt. TIm* first nonnd, If 
heard, is short and sharp. Ilk** tlii' normal m'i> 
ond w>und. SometimcM an nndtilut/;rv move- 
ment of the inten;r>HtaJ Hpar;i'over thi* iif>i!X #/f 
the heart nmv lie olm<'rve#J, If the i*ftun\tm Sf* 
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considerable, the region of dullness will as- 
sume a triangular foim, with its base resting 
on the diaphragm and its apex at the first rib. 
When the collection of liquid is ver}- large, the 
area of dullness will be correspondingly great, 
and may extend from nipple to nipple. 

HYPERTROPHY OF THE HEART. 

Area of dullness, and impulse increased ; 
force of impulse visibly increased. Sometimes 
there is upheaval of the whole prsecordia ; 
apex beat, may be increased or diminished, and 
is found to the left and below the normal loca- 
tion. First sound, muffled, yet intense, ex- 
tended and booming in character. When there 
is considerable dilatation with hypertrophy, the 
apex beat may be felt to the left of the nipple, 
and as low as the eighth intercostal space, and 
the impulse may be noted from the epigastrium 
to the third rib, with prolongation of both 
sounds, and their propagation over the entire 
chest. If dilatation predominates over h^^per- 
trophy, the impulse and apex beat are' dimin- 
ished, with increased area of dullness. The 
first sound is feeble, short and clicking in char- 
acter; the second is often absent. Both sounds, 
if heard, have about the same duration. Some- 
times a purring thrill ma^'^ be noted. 

Fatty Degeneration op the Heart. — ^Very 
feeble or imperceptible impulse and apex beat. 
First sound abrupt and feeble, or wanting ; the 
second sound increased in intensity and dura- 
tion. Heart's action very irregular. 

"AsYSTOLiSM. —The physical signs are those 
of dilatation of the right side of ttie heart. A 
shprt time before death, additional signs oc- 
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cur:"* viz., the impulse is enfeebled and the 
normal sounds and murmurs formerly present 
disappear, and only a humming sound is ob- 
served. 



Synopsis of the Physical Sigrns involved in the 
Diagrnosis of Pulmonary Affections. 

Bronchitis. — Both sides affected ; move- 
ments, percussion, vocal resonance and fremitus 
normal ; feeble or temporarily suppressed re- 
spiratory murmur ; sibilant or sonorous, or 
both, followed by mucous rales ; rales incon- 
stant and variable in loi^ation. 

Capillary Bronchitis. — Percussion and vo- 
cal resonance, and fremitus, usually normal — the 
latter ma}'^ be increased ; fine sibilant and sub- 
crepitant rales on both sides ; vesicular mur- 
mur enfeebled. 

Asthma. — Respiration labored; respiratory 
rythm irregular ; normal vocal, and sometimes 
increased, percussion resonance ; diffused sibi- 
lant and sonorous rales, often so intense as to 
be heard at a distance. 

Pulmonary Emphysema. — Abnormal rotun- 
dity of one or more regions of the chest ; re- 
spiratory movements vertical, and labored ; 
feeble vesicular, and prolonged and blowing 
expiratory sound ; ratio of duration of respi- 
ratory sounds inverted ; percussion note vesic- 
ulo-tympanitic ; abnormal resonance of prsecor- 
dia, with cardiac displacement ; vocal reson- 
ance variable — often complicated by asthma. 

Pneumo-Thorax. — Abnonual rotuiiditv, and 
immobility, with bulging of intercostal spaces 

*Loomi6* Phytioal Diagnotia, 



24 

of, and diminished or absent vocal and respir- 
atory sounds and fremitus, with tympanitic or 
amphoric resonance, over the affected side. 
Where there is liquid along with air in the 
pleural cavity, it is called — 

Pneumo-Hydro thokax, and along with the 
above signs we have metallic tinkle, amphoric 
respiration and voice, succussion sound, and 
the evidences of pleural effusion. 

Pleurisy with Effusion and Empyema. 
— " If the pleural sac be filled either with lym- 
pho-serous liquid or pus, universal flatness on 
percussion over the affected side. Generally ab- 
sence of the respiratory sound, except over the 
compressed lung at the summit, and, here, bron- 
chial respiration, enlarged di^nensions of the 
affected side, if the liquid be suflScient to dilate 
the chest, as shown by mensuration or the eye. 
Deficient respiratory movements or immobility. 
The intercostal spaces on a level with the ribs, 
and sometimes bulging. Dislocation of the 
heart, its site being shown by the impulse or 
sounds. Normal vocal resonance diminished or 
suppressed. Vocal fremitus wanting. Excep- 
tionally, the bronchial respiration emanating 
from the compressed lung is more or less dif- 
fused, and may extend over the whole of the 
affected side. If the chest be partially filled, 
flatness or dullness on percussion from base of 
chest, extending upward to a horizontal line 
denoting the level of the liquid when the pa- 
tient is sitting or standing. Resonance ex- 
tending below this line, in front, in some cases, 
when tlie patient lies on the back, owing to a 
change of the level of the liquid. Vesiculo- 
tympanitic resonance over the lung, above 
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the level of the liquid. Diminution or ab- 
sence of respii'atory sound below the level 
of the liquid. Above the liquid the respira- 
tion broncho-vesicular, approaching the bron- 
chial, 'sometimes, near the liquid. Vocal reson- 
ance and fremitus diminished or wanting below 
the level of the liquid, and both may be exagge- 
rated above the liquid. Diminution of inter- 
costal depressions may be apparent when the 
chest is partially filled. Exaggerated respiration 
on the healthy side when the chest is partially, 
and still more when it is completely filled. 
Pleural friction sound sometimes prior to and 
with liquid effiision ; fi*equently during and 
after absorption of liquid. A characteristic 
contraction of the chest on one side follows 
chronic pleurisy with ^considerable effusion." * 

•PrLMONARY Gaxgkenk. — No specially dis- 
tinctive physical signs. What we have are 
those of solidificatioh, followed bv evidences of 
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breaking down of lung tissue, mucous rales and 
gurgling, with otlier physical signs of a cavity. 
Pneumothorax may supervene from perforation 
of the lung. 

Pulmonary (Edema. — Resonance on percus- 
sion diminislied or nbsent ; vesicular murmur 
feeble, or replaced b}- broncho- vesicular respi- 
ration. SubcMepitant, and sometimes the crepi- 
tant rale, and frothy sputa. CEdema occurs 
at most dependent portion of the chest — usu- 
ally lK>th sides are affected. 

Pulmonary Apoplexy. — Physical' signs the 
same as in P. fedema ; occurring within a cir- 
cumscribed space or spaces, with blood-stained 
sputa. 

*CompeQcUi]]n of Ansoultation and Peronssion.— /'{{n/. 
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PulmonaHy Collapse. — Dullness .on percus- 
sion ; absence of respirator}- murmur ; bron- 
chial respiration ; increased vocal femitus. 

Lobular Pneumonla.. — Feeble respiratory- 
murmur ; dullness on percussion ; sometimes 
feeble bronchial breathing ; fine mucous, or sub- 
screpitant rales ; usually both lungs affected. 

Pneumonla. {Lobar,) — ^First stage, (that ol 
engorgement) respiratory movements restrain- 
ed, and murmur diminished ; vocal resonance 
and fremitus normal ; slight dullness on percus- 
sion, and generally, the crepitant rale. 

Second stage, (that of red hepatization, or 
solidification) — Absence of vesicular murmur. 
Bronchial respiration, with bronchophony and 
whispering bronchophony ; increased fremitus, 
with marked dullness or flatness over affected 
lobe or lobes, and increased vesicular reson- 
ance and respiration over unaffected,and healthy 
portion of affected lung (usually the apex.) 
Prune juice sputa ; heart sounds heard with 
abnormal intensity over consolidated lung. 

Third stage, (that of gray hepatization, pu- 
rulent infiltration, or resolution) — Gradual di- 
clension in intensity, and disappearance of 
abnormal sounds present in second stage ; mu- 
cous and subcrepitant rales, ("raZe redt^T.") 
Sometimes a return of the crepitant rale. 

Carcinoma of the Lung. — ^Affected side re- 
tracted, and respiratory movements abridged. 
Absoluxe dullness, with the other signs of con- 
solidation. 

Pulmonary Tuberculosis (P. Phthisis.) — If 
the deposit be inconsiderable, slight dullness 
over (and sometimes vesiculo-tympanitic reso- 
nance, from lobular emphysema, may be found 
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bordering) the deposit. Increased vocal reso- 
nance ; *'rude" or broncho- vesicular respira- 
tion ; exaggerated bronchial whisper ; expira- 
tory sound prolonged, and elevated in pitch. 
Crepitation, or subcrepitant, or mucous rales, 
and possibly a friction munuur. Pulmonary 
crumpling, jerking, wavy, or *' cogged- wheel" 
respiration ; abnormal transmission of the 
heart sounds, and depression of post-clavicular 
region. These signs are limited to the region 
of the deposit, which usually occurs in the apex 
of the lungs. 

K the deposit be abundant, there will be 
markedly increased dullness, vocal resonance, 
(bronchophony) and fremitus, bronchial respi- 
ration and transmission of heart sounds, with 
exaggerated bronchial whisper, and frequently 
flattening of the infraclavicular region. Oc- 
casionally the deposit occurs at the base. 

The signs of a cavity are cracked metal, tym- 
panitic or amphoric resonance. Amphoric re- 
spiration and voice, cavernous respiration and 
voice, and gurgling. 

Diaphragmatic Hernia. — Presence of in- 
testinal sounds ; absence of respiratory sounds, 
and tympanitic resonance, without other expla- 
nation for its presence. 
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DIA&NOSTIC EXAMINATION OF THE URINE. 



APPEARA^^CES. SPECIFIC GRAVITY, ETC., OF THE 

UIONE. 

The presence of mucus may cause urine to 
appear cloudy after standing a short time. 

Mucus is coagulated by acetic acid, but the 
coagulum is not soluble in an excess of the acid. 

Dilute mineral acids also coagulate mucin, 
but the coagulum is soluble in an excess of the 
acid, or a stronger acid. 

The urine may be opaque when voided, from 
an excess of the earthy phosphates. These, 
after a short time, fall to the bottom. This 
precipitate is soluble in acetic or nitric acid. 
The application of heat renders the urine turbid. 

The urine may be turbid from the presence 
of tlie >iixED URATES ; heat causes this turbid- 
ity to rapidly disappear. 

Uric acid is often deposited on the sides 
and bottom of the "vessel" as a red or yellow- 
lull red sediment. This is commonly called 
"■ sand gravel," " red-pepper grains," etc. 

The brick-dust deposit so often found in 
highly colored or concentrated urine, is the 

URATE OF SODIUM. 

Acid urine containing blood is blackish- 
brown, or " smoke hued." 

Alkaline urine containing blood is bright 
blood red. 

Urine containing blood isahoays albuipinous. 
The blood corpuscles may be detected with the 
microscope. 
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The urine may be opalescent from the pres- 
ence of PUS. Heat or nitric acid renders it 
more opaque, and agitation with aether will 
cause oil globules to rise to the surface. 

K, on standing, there be a considerable de- 
posit of pus, decant the urine, and add Liq. 
Potass., and the pus will be converted into a 
viscid mass, resembling mucus. 

Chylous urine is often opalescent. By agi- 
tating it with aether, oil globules will rise to the 
surface in abundance. 

The normal specific gravity of the urine is 
about 1020 ; it varies, however, with the sea- 
sons, and will be found greater in summer than 
in winter. 

The normal amount of urine voided in twen- 
ty-four hours is about fifty fluid ounces. 

The specific gravity is increased in diabetes 
mellitus (sometimes ranging as high as 1040 
— 1050) , acute fever, first stage Bright's disease 
(from presence of blood), excess of urea, etc., 
and diminished in Bright's disease (except 
acute stage) , hysteria, diminution of urea, hy- 
pertrophy of the heart, etc. 

The normal amount of the urine is greatly 
increased in diabetes insipidus, and mellitus, 
hysteria, etc., and diminished in cirrhosis of 
the liver, Bright's disease, etc. 

Diminution in both the quantity and specific 
gravity is presumptive evidence of Brighfs 
disease. 

CHEMICAL EXAMINATION OF THE UKINE. 

Albumen. — To detect ; filter the urine, il* not 
perfectly clear. 

(a) Heat — Place some of the suspected urine 
in a test tube, add a few drops of acetic acid, 
if not already of acid reaction, and boil over a 
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spirit lamp. Opacit}^ resulting luay be due 
either to albumen, or earth}^ phosphates. Now 
add a few drops of nitric acid ; if albumen, the 
precipitate remains, or is increased. K due to 
earthy phosphates, it immediately disappears. 
If, after having produced opacity by boiling 
the urine, we immediately add strong sol. 
potass, caust., it will disappear if due to albu- 
men, and remain if due to earthy, phosphates. 

(b) Nitric Acid — Allow pure nitric acid to 
trickle down the tube containing suspected 
urine, and if albumen be present a white zone 
will be seen at point of contact between urine 
and acid. An appearance very similar to the 
above may be owing, however, to the presence 
of the urates; but the application of heat will 
cause it to disappear, if due to the latter ; 
whereas, it will remain, or be increased, if 
caused b}^ the former. K but a drop or two 
of acid be used, it may only acidify the urine, 
and a quantity equal in bulk to urine may re- 
dissolve the albumen. 

(c) Picric Acid — Add, drop by drop, a sat- 
urated watery solution of picric acid to the 
suspected urine, and as each drop descends 
through the liquid, it will be followed by an 
opaque white cloud, if albumen be present. If 
the quantity of albumen be considerable, this 
test is a very beautiful one. 

TO DETECT SUGAR. 

A specific gi'avit}' of 1030 or upward, afllbrds 
strong presumptive evidence, and if along with 
this the quantity of urine voided in twenty-four 
hours exceeds fifty fluid ounces, and is quite 
pale, the probabilities are increased. 

First examine for albumen, and if present 
remove it by boiling or filtration. 
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(a) MooRE*s Test. — Add to urine half its 
(|uaDtity of liquor potassa or soda (which has 
been kept in a green glass bottle) , and boil ; if 
sugar be present, the liquid will assume a yel- 
lowish brown color, becoming darker as the 
boiling is continued. If the quantity of sugar 
be great, the color will be almost black alter 
prolonged })()iling. 

Hellkk's nu)dilicati(m of the above consists 
in now adding a little nitric acid, which will 
give a clear li(juid, having the odor of burnt 
molasses. 

(6) Add to the urine one-half its volume of 
sol. pot. caust. and filter to remove the earthy 
phosphates, then use the following, known as 

Trommers' Test. — ^Add to suspected liquid 
sufficient of a sol. cupri sulph., to give it a 
bluish tinge, then add of sol. iK)t. or soda till 
the previous vf»lume is increased one-half; the 
precipitate (bluish, if sugar be present, green- 
ish, if not,) is the hydrated protoxide of cop- 
per (and is re-dissolved on the addition of 
more alkali, if sugar is present, giving a clear, 
blue liquid.) Now boil, and if there is sugar 
you will have a yellowish precijntate (hydrated 
cupric suboxide), which, by loss of water, 
becomes red suboxide of copper, and falls to 
the bottom of the tube. Boiling should not be 
prolonged. The color must be an actual yel- 
low or red. 

(c) B<ETGER*s Bismuth Test. — Add to urine 
half its volume of sol. pot. caust. or soda ; 
shake and boil for two or three minute*. If 
oonHiderable sugar is prc^^nt, metallic bismuttj^ 
will l)e found as a black deposit <m the 
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if only a little sugar be present, the bismuth 
will only become grayish. 

(d) Improved Fehling's Test. — Dr. W. S. 
Haines* recommends the following modifica- 
tion of Fehling's test liquid : 

R Cupri sulphatis 5ss. 
Glycerinae 5 ij. 
Aquae distil. §.iij. M. Et adde: 

H: Pot. hydrat. (in sticks) 5 iss. 
Aquae distil. § iij. M. 

Stir till any precipitate which may form is 
redissolved. 

This solution is perfectly- clear, dark blue, 
and free from sediment. 

Heat a drachm or two of the solution in a 
test tube until it boils (no change will occur if 
the solution is well made) , add a drop or two 
of the suspected urine, and shake the tube to 
cause thorough admixture of its contents, and 
heat as before. If sugar be present in consid- 
erable quantity, an abundant precipitate of the 
yellowish red suboxide of copper will be found 
remaining suspended in the liquid for a short 
time, rendering it almost opaque to transmitted 
light. If the quantity of sugar be small, no 
precipitate will appear, on the addition of but 
a few drops of the suspected urine. 

But now add to the liquid already in the 
tube an amount equal to one-half of its- volume, 
of the suspected urine, and again apply heat, 
when, if any sugar be present, the character- 
istic precipitate of the cuprous oxide will appear. 
13 there be no sugar, no change will occur ex- 
cept a lightening of the color of the test liquid 
from dilution, and the appearance of the phos- 
phates as a white flocculent precipitate. 

*Med. Examiner, Mo, CUnioal Eecord, January. 1875. 



I 



(«) FsRHEinATiOM Test. — FUoe 5 ss. of 
brewer's j-east in a test tube, fill with urine and 
close with a perforated cork, through which 
passes a bent glass tabe, one limb reaching 
nearly down to bottom of t«at tube, and the 
other opening into a glass or bottle. Keep the 
urine at a temperature of about 66 F. If sugar 
be present, fermentation will occur, and tiie 
unne will flow out through the glass tube into 
receptacle. This test is thoroughly reliable. 

TO DETECT THE CHLORIDES. PHOSPHATES. ETC. 

Test for albumen, uud if present In cousid- 
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NrrKATE OF Silver Tbst. — Add to urine tol- 
erably free from albumen, a few drops of sol. 
argenti nit,, and a cloudy precipitate will be 
produced if chlorides or phosphates be present. 
Now add a few drops of nitric acid and the 
phosphates will be redissolved ; but the chlo- 
rides will remain as opaque chloride of silver. 

The chlorides are notably diminished in le- 
vers and pneumonia : sometimes absent In the 
latter. Their retiu-n in the urine is a favora- 
ble indication. 

The earthy pko»phcUet are deposited on 
beating urine rendered decidedly alkaline by 
the addition of caustic ammonia or sol. j>otaHli. 

Diminished in renal disease, etc. ; increaMud 
in disease of nen'ous centers, rickets, dyBjteiJ- 
sia, chronic rheimmtoid aiihritJR. etc. 

The jWcaline I'luinphiUes — Adding a nol, ur- 
gent! nit. to urinii containing the alkaline plios- 
phutes. will throw down phosphate an<l chluriili' 
uf silver. Precipitate yellow in color, Aiiiruo- 
uia will dissolve either or both precipitatvs, but 



nitiic acid will uuly dissipaU* the ptioephate of 
silver. By agaiu nentraliziiig the acid with 

monia, the pbospbatic precipitate will reap- 
pear, and be again dissipated bv excess of itl- 
kali. 

Urea — II' a few ditips of urine be ptaueil in a 
watch crystal, a drop of nitric acid added, and 
the whole carefully heated over a spirit lamp, 
and allowed to evaporate, characteristic six- 
sided quadrilateral crystals of nitrate of iirea 
will appeal' under the microscope. 



Electricity as an Aid to Diagnosis. 

If the muscles Jind nerves ai'e in a iiorinnl 
cundltion, muscular contraction will result upon 
the application of eitiier the Voltaic (continu- 

is) when slowly interrupted, or Faradic (in- 
terrapted) current. 

Hemipleoia. — K the muscular irritabilil_v lo 
both cun'enta be uonual, the muscles have pre- 
lerved their integrity. 

Faradization of tiie motor nerves will pro- 
duce contraction, if the disease be central. 

Faradization of the motor nerves will not in- 
duce conti-action of the affected muscles, if the 
disease be peripheral. 

Generally, the muscular resjionse is the sumc 
to the Voltaic and Faradic currents, but occa- 
sionally that to tlie Faradic is diminished or 
loit, while that Ut the slowly interrupted Vol- 
taic is maintained or increased. When this 
uccursi it is due to some lesion of the motor 
nerves inlerferii^ with the tranfimissioii of Ihe 
Fntadic current, and the increased re!s[ioiisc to 
llie Voltaic cui-ivnt U due to liie Uallurian iri'i- 
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tabilitv rpM'Ieiit in mmMMttar lisstie. Tlit!i n- 
itctioii i>nW exists in [HTipb^rnl umvi' Wiim. 
:iuii iiamhois rci'tii tftis nwsv i» >-alliil (h-H- 
|)h«mt (inhv. 

Ill PAItALYSiTi tlUM UlSKASE u»' niE CoKU. — 

Th<>rp i^ iliiuitiiitiori i<( trritEi>>Uily In tN>tli ilu- 
Voltiiif iinil FarailU- i-iim-iitw. 

Ill RiiEi MATiL' I'AiJtT — The inttsoiilar irrila- 
liiliU" is uurnial or increaseil lo itnth the Vultaii' 
nnit Fiira<lie current. 

In Lead Pai-s* — Tlw uiuseiilftr iirilahilily li> 
the Farailic ciirreut is greatly dimiiiixheil or 
lost, while that to tlic slowly intemipUii Vtil- 
taie is increased. 

In IXFASTiLi Faraltsis — The reaction iathp 
same as in lead jialsy. 

In PnOGnEssrvE Mdsculak Atropbt — The 
tnnscnltir response to either enrrent is greatly 
tliininished or abolished in the affecte<l muscles. 

In HysTERicAL Paralysis — The electro-seu- 
siliility is grentlr diniiiiisheit or absent, while 
muscular irritability is normal. 



The Thermometer in Diagnosis. 

Tliermometrti is otic or our moat trustwor- 
thy sonrces of information in diagnosis ; enn- 
bling us to determine oflimes, witli ntiHolut'- 
certainty, as to tlie condition of our jintient. 
when wittiout it we should have to be conlent 
with coujectnre, and deal largely with --proli- 
abilities." 

The beat instrumeiil tbr nil purposes ia the 
straight, self-registjTing thennometer. with n 
BCnlc divided into .•^* V. Before nning it. the 
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"index" should be cansed (by jarring the 
tiiBtrunient) to descend to about 94° F. 

In determining tbt temperatuiv with citlier 
the iihove, or the 11*111 -registering tlieniiouiclt-r, 
the following rtiles should he oliscrved : 

The instrument, operator's hand, and part to 
whieh the thennometer is applied (if it lie nn 
the surface of the body, as the uxilla or groin,) 
Bliould be well drie<l. 

The thermometer should be held in the hand 
or otherwise gently heated, until the meniiiry 
stands at 98° F,, if the non -registering instrii- 
nient be used. 

The patient should be in bed for an lioiu' pre- 
viouB to the examination. 

The bulb of the instrument should l>e thor- 
oughly covered, and the parts snugly in contact 
with its whole surface, and care exercised to 
maintain these conditiona. 

The instrument should remain in .litti for 
from seven to fifteen minutes. 

Place the instrument so that the graduated 
scale will be visible. 

Note the rapidity of the rise of the column 
of mercury. 

Observe the temperature before removal of 
the instrument, if the non-registering one in 
used. 

Be careftil not to jar the self-registering 
thermometer in removing it from the patient. 
It is well to read off the recorded temperature 
both before and a/ler removal of this instrument. 
Thermometrical observations are most usu- 
ally made by placing the thermometer in the 
axilla, though it may be applied between the 
thighs, or introduced into the mouth, rectum, 
or vagina. The temperature of the mouth, 
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however, is conBlantly dianjiing witli cnoh re- 
K|jiriili()ii, mill (iMiM'(|ii('iiLly will nut ulwiiyM in- 
dii'iili' lliiil »!' Ilic Ixxly ut lnrf^G. 

Till' luiiijiurutiirc ahoiilil, ir iKutaililtt, lio Inkvu 
ui leiutt every uioniitig uikI uvuniii){ ; iiiiil If llti' 
(lisouse be of u verj' uutive fbrm. nr the ding- 
noBiB <loii]iU\il, it Mhoiih) also Iw rMfirdt'd iit 12 
». .,,,1 ,,. m. 

The normal teinpcratiire varies in ilillbri'itl 
imliviiliinla, and in the eaino individual fhiin 
SIX U> iiS.T" F. It ia a little liifthcr in the ovo- 
niag thuti in the morning. 

A lornperuture iiermstentiy above Ha.ft' V., 
or Iwlow 97.3° F,, invftriiil>ly iiiilit'Utt'a <ll«- 
eose. 

Trantnient elevations or depreHHioiiH of the 
temperature, often result from BtimuluH. exer- 
cise, exposure, diet, etc. 

A t«mperttture below 95.° F., and above 
112. 5.5 F.. is Burely fatal. 

If the temperature rise to 107* F., the dla- 
ease will ordinarily eventuate in deulh. 

The diurnal variation noted in bealtli will bo 
found in febrile diseaaes in an exaggcrat*'d de- 
gree — i. e,, the evening temperature i<t higher 
than that found in the morning; while in In- 
flammator)- troubles tbe tempcratiin- i» more 
ronatant. 

A single thenDometrical observation in of iu> 
diagnostic value ; but taken in coi^unction wltli 
other ii_\-mptotns, becomes an important element 
in dilTerentiation. 

An uxillary temperature below 100° F. eX' 
cludeij Ilic- ordinary forms of fever, but a tmi- 
peralure between V^ and 100° F., is otlta »)>• 
served in the first stm^e of tubercukNtiK. 
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A teinpei'Ktnre I>elow 9H° jh ooiiimniily foimi.l 
ill llie nffeil. and vcrv ('(.t'lili.-. wln'ii the siilijects 
of grai'e ditioi'derB, 

A temperature of 106° F. ia not ol' gi-jve 
import, when occurring in the dittferent forma 
of iiitermittant fever ; but a temperatnre of 
1{]7° K. ia indicative of malignancy, and oc- 
curring two days conaeentively in the coiitiniieil. 
<n- eruptive fevera, or inflaminatorA- ironhli'n. is 
generally followed by death. 

A sudden elevation of the temperature to or 
ahove 109° F., often occurs in ti-phiis, sun- 
stroke, tetanus, pyemia, etc., just prior to dis- 
solutjon. 

A slight average elevation of tlie tempera- 
ture above 100° F., is met with in the be- 
ginning of acute inflammations, mild forms of 
fever, and many chronic affections, and is va- 
ried iu its significance. 

A moderately high average temperature aliove 
102° F. is met with in acute inflammations of 
the mucous and serous membranes, etc. 

A high average temperature, above 104° F.. 
occurs in remittant, relapsing, and continued 
ftivers, grave pnenmoiiia, etf. 

If, in rubeola, irfter the eruption has disap- 
peared, the temperature i-emains high, some 
complication is about to occur. 

In typhoid fever, the temperatni-e, besides 
following regular diurnal variations, will, for 
the first three or four days, have a regu' 
doily elevation of alwut one degree — i. e., first 
day 99.6° F. in the morning, and 101.5° F. in 
the evening; second day, 100.5° F. in the 
morning, and 103.6° F. in the evening ; third 
day, 101.5° F. in the morning, and 104. .1° " 
in the evening. 
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lu mild ca!!<e» of this diseasse. the evening 
ieiii|»erat-ure doe^ not usually exceed 103.5 • F. 
If. however, ibere is an evening temjierature 
of 1M3.0" F.. followed by a temperature of 
U»4. the next morning, with the evening tem- 
]»ei-atui-e still higher, it foHxxles danger. Or 
a !*u<U1en elevation of evening tenji>erature to 
lUo^ F.. is of e«jual ^igmticant•!e : or a sudden 
and marked reii notion of the temperatui-e indi- 
cates danger. 

A sudden i-eduction of the temjxTaluiX' Ije- 
low. Hs^ F. during the tiiii-d week of typhoid 
fever, gives stix>ng pi-e^umptive evidence of 
har^morihage. or |>ei"foration of the liowel. 

A gradual, constant, and I'egulur declension 
ol" ihe temi>eratiu*e. when abnormally elevated, 
i:* alwavs indicative ol convalescence. 



The tcui]>ej*ature ol' the vagina i> u.^'^^ F. 
Jii^rlier than that of the axilla, and that of thr 
n«)ii-<rnivi«l M^mb i- 0.:>i^- F. above that of the 
v«;:inn. 

During: Ui*- iiittei njonth^ of pregnancy, the 
iiterint- u-Mip'raliir*' i« from 1.44 to 1.62~ F. 
;i1miv*' tln' axillan . 

'J'lie tenifKr-rature oj' the new-liorn ini'ant is 
lii;rh«-i ihiiii that of iIk- in«>tlKT. lK>th durin;: 
:»1kI aftf; iji1m»j , 

TIh- utrriin tciii|HTatwrc is al»out C».i*"' 1* • 
alM»v*' Miv vairiiia! diiriif;: labor, if the child In* 
ali\<*: bill if ji |KTi"»h brfon' <U']iverv, thi> dif- 
I'TfUc* i> n«»talilv 'iiiiiiiii>h«-d. 
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